
06:PE Form Health Appraisal of Students   

HEALTH APPRAISAL OF STUDENTS              DEPARTMENT OF HUMAN SERVICES 
                                                                                                                                              Arlington County Public Schools 
                                                                                                                                                     School Health Services            
                                                                                                                  
          
 

Last Name                                        First                                             Middle                                           Birthdate 

Student has or has had the following: 
                                                                                                                If yes explain below 
 1. Allergies   10. Menstrual problems  
 2. Asthma   11. Orthopedic problems  
 3. Congenital problems  

 

 12. Urinary tract problems  
 4. Dental problems  13. Seizures  
 5. Last dental visit  14. Other neurological disorders  
 6. Eye problems  15. Emotional problems  
 7. Ear problems  16. Serious accidents  
 8. Cardiac disease  17. Operations  
 9. Endocrine disorder  

 

18. Hospitalizations  
    19. Other  
  

 

Medication student is taking: 

 
Significant family history: 
                 Heart disease before age 50___________ 
                 Other______________________________ 

 
Remarks: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
 
RETURN THIS FORM TO THE SCHOOL NURSE 
ACS 07-09510                                                                                                                                    Fill in both sides……….. 
(Revised 10/04) 



06:PE Form Health Appraisal of Students   

PHYSICAL EXAMINATION 
 

Reason for examination:                                                                                         Date: 
 

 

Name:                                                                                                            School:                                                   Grade: 

 
Height:                                         Weight:                                   B/P:                                   P: 
General appearance (body build, nutritional status, behavior, etc.): 

I. Check if abnormal and write description in column II 

1.  Gait  
2.  Skin and scalp 

3.  Eyes 
4.  Ears 
5.  Nose 
6.  Mouth, teeth 
7.  Pharynx, tonsils 
8.  Neck, thyroid 
9.  Lymph glands 

10. Thorax, lungs 
11. Heart 
12. Abdomen 
13. Genitalia 
14. Extremities 
15. Back 
16. Neuromuscular system 

VISION 
 Uncorrected Corrected 
RIGHT   
LEFT   

HEARING (if indicated) 
RIGHT                                 LEFT 

HEMOGLOBIN (if indicated) 

URINALYSIS (if indicated) 

IMMUNIZATIONS 
Check if up-to-date ___ 
Needs: 

II. Description of abnormal findings 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Assessment: O.K. for all sports_______ 
 
 
 
 
 
Plan: 
 
 
 
 
 
  _________________________Date__________ 
               (examining physician or practitioner) 
 
  Address:  _______________________________ 
   
                  Arlington, VA  ___________________  
 
  Phone:  ________________________________  

 

RETURN THIS FORM TO THE SCHOOL NURSE                                                                     Fill in both sides……….. 
 


